Lung MaturIty
To the Editor:
In their third articleon this subject, Ashwood et al. (1) state that "neither NBD-PC fluorescence polarization nor I_IS ratio determination perfectly dietinguishes RDS from non-RDS cases."
They give no reason for this statement.
I have pointed out (2,3) that ammotic fluid contains high-density lipoprothin (HDL) at all stages of pregnancy, and that this serum protein has its own fluorescence polarization value. Once surfactant is produced in the fetal lung and secreted as lamellar bodies, the fluorescence polarization of amniotic fluid is derived both from lung-specific and lung-nonspecific (i.e., HDL) cornponents. To improve the specificity of the test one should therefore isolate the lamellar bodies from the amniotic fluid (4 The development of a simple sensitive determination of CK-MB isoenzyme in serum has widely improved the clinical diagnosis of acute myocardial infarction (AMI), because this isoenzyme represents 20% ofthe total CK in cardiac muscle, but is practically absent from other tissues (1). This dotermination, however, still presents some problems of technique standardization and reference values. This lattar point has lately given rise to a discussion as whether the ratio of CKMBtototalCK(3)ortheabsoluteCK-MB activity, with (2-4) or without (7) blank subtraction, should be considered the better index to AMI. Our goal was to verify with the aid of receiver operating characteristic (HOC) curves (5) and predictivity calculations (6) which of the three procedures allowed the best clinical performance in AMI diagnosis in an emergency ward.
During four months, sera of all patients admitted to this department with suspected AM! and a value for total CK exceeding 200 U/L were assayed for CK-MB activity, with blank determination. All these patients were later classified on the basis of clinical and laboratory findings according to the WHO recommendation: chest pain typical for ischemia, positive electrocardiogram for AM!, value for total CK >400 U/L. The appearance of at least two of these clinical and laboratory signs classified the patients as positive for AM!. Total CK and CK-MB were assayed at 37 #{176}C with the kits of Boehringer Biochemia Robin, with minor modifications of the suppliers instructions. Serum blank activities for CK-MB were assayed for 5 miii before the starter was added, to evaluate residual adenylate kinase (AK; EC 2.7.4.3) antivity. The instrument used was an Eppendorf PCP 6121 spectrophotometer supplied with a circulating water bath.
We evaluated true positive and false positive rates for different reference values and constructed ROC curves ( Figure 1 ). As can be seen, the absolute reference values, with or without blank subtraction, provide a better clinical performance than does a reference value expressed as a percentage. At a sensitivity level of0.96 we found a specificity of 0.75 in the former and of 0.30 in the latter case.
In predictivity calculations, reported in Table 1 , we used a prevalence of 0.34 (27 cases ofAMI in 79 patients), with a decision threshold set to provide semitivity of0.96 for all procedures: that is, 5% for the CK-MB/total CK ratio, 24 UIL for absolute CK-MB value with blank subtraction, and 30 U/L for absolute CK-MB value without blank subtraction. Predictivity for negative values is quite similar in all cases, while overall diagnostic efficiency is better with absolute CK-MB values.
Our predictivity data and ROC curves confirm that, at least in emergency use, absolute CK-MB values allow a diagnostic efficiency better than CK ratio, which we believe should be used only in cases of doubtful interpretation (extensive muscular damage). The use of blank subtraction has no advantage in the case ofa single CK-MB determination.
